being I think specially disadvantageous. The question of the cervical incision, however, will be decided by carefully recorded cases and not by preconceived opinions. The cervical incision like all retroperitoneal incisions postpones considerably the time of delivery of the child which in my last fourteen cases varied from twenty-five to sixty-five seconds from the commencement of the operation, the child being born free from asphyxia and crying immediately after delivery in every case. It would be interesting to hear Dr. Munro Kerr's experience of the cervical incision as affecting the time of delivery and condition of the child.
Dr. BLAIR BELL. I am in entire agreement with-those speakers who attribute failure of the uterine scar to heal firmly to sepsis in the uterus. I believe that even in the most definitely " suspect " cases an afebrile puerperium can be obtained by sterilization of the uterus and vagina with hyperchlorite solution. I have used Milton fluid, which contains 10 grm. of available chlorine to the litre, and I do not think any harm would result from using it in every case. A large gauze pack, saturated with this solution undiluted, should be left in the uterus, protruding through the cervix into the vagina. It can then be removed when the patient has been put to bed. But in addition to sepsis we must take into account the question of technique in the closure of the uterine wound. Personally, I prefer to make the opening in the uterus as high as possible. I have operated through the lower uterine segment in the way described by Professor Munro Kerr, but there is this difficulty: until one sees the lower uterine segment one is never certain whether it will be wise to make an incision in this region. I have found this situation may be unsuitable owing to the presence of a large venous plexus running across the utero-vesical pouch. In these circumstances, if one has made a sub-umbilical laparotomy incision, it is necessary to enlarge the wound upwards. Moreover, all cases of placenta previa must be excluded. For these reasons, and because I have never had any trouble with the Caesarean section scar, I shall in future confine my operations to the upper uterine segment. As a matter of interest, I may mention that I have a patient on whom I have performed two Csesarean sections. In the first operation the wound was made in the upper segment, and the last time through the lower uterine segment. It will be interesting to see which scar stands the next pregnancy best. The scar in the upper uterine segment was indistinguishable at the last operation.
The technique I employ for the closure of the uterine wound is the same as that I use in the performance of colporrhaphies-namely, mattress sutures of chromic catgut are first inserted to bring together the deeper parts of the muscle wall. The same stitch is carried over to bring together the superficial parts of the muscle wall and the peritoneum. A large ridge as thick as a finger results from this method of closing the uterine wound.
Dr. E. 0. CROFT. I have had no personal experience of rupture of the Caesarean scar, and consider that the essential factor in its prevention is that sound fleshy union should be obtained through the whole muscular wall, and that no portion of the decidual layer should become inverted or included between the united muscle. In order to obtain this union the suturesv should be inserted not too near the cut edge, and should include a considerable portion of the uterine wall. The use of a full curved needle, giving the suture a circular track, prevents the formation of a concavity between the middle layers of the cut wall. The stitches should be numerous, not more than half an inch apart, and should invariably be interrupted. A continuous suture is liable to become loose as the uterus shrinks. I have seen a post-mortem on a patient in which this happened. I have many times operated for the second and third times. on the same patient, and have been surprised at the almost complete invisibility of the old wound.
I am a strong advocate of the use of silk for the deep sutures. It can be readily sterilized by boiling, and it does not slip in tying. The objection that it is more liable to become infected is, I think, fallacious. In a case known to be infected (a tubo-ovarian abscess was removed at the time of the operation) the uterine wound sutured with silk remained intact and healed. In two cases dying of independent disease after twelve and fifteen months respectively, a careful examination of the uterine scar revealed no trace of the silk, which had been completely absorbed. A quite moderate degree of infection in a catgut suture would lead to its speedy dissolution and non-union of the wound.
